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WRONG TURNINGS IN THE N.H.S.* 


BY 


J. G. M. HAMILTON, M.B., Ch.B., F.R.C.P.Ed. 
Physician to the Royal Infirmary, Edinburgh 


It is trite to say that after twelve years of the 
National Health Service we should take some trouble 
to see where we are and whether we have been travelling 
on a good road. I propose to describe and analyse 
some of the road signs which I see, but before starting 
to do so I must make it clear that what I have to say I 
say for myself alone, and I do not necessarily reflect 
official B.M.A. policy. You may well consider some 
of my words to be intemperate ; views strongly held 
should be expressed without too high a regard for the 
sterile and anaemic virtues of temperance. It is my 
wish to be provoking. 

I think we are now in the position of a motorist who, 
having taken a wrong turning, first fails to appreciate 
that he has done so, then thinks that by doubling round 
side-roads he can regain his familiar highway, and only 
later finds he is right off his route. 

Like the parson, I shall speak under three heads— 
namely, three relationships: the doctor-to-patient 
telationship, the doctor-to-doctor relationship, and the 
relationship between doctors and the public authorities. 


Doctor-to-Patient Relationship 


medical 
conducted either upon a fee-paying basis or upon a 


Historically, of course, praciice was 
basis of charity. I have not forgotten the not altogether 
happy 35 years of National Health Insurance. 

The relationship between a professional man aad his 
client depended, and still does, upon both parties. It 
would be nice to think that the doctor’s attitude to his 
patients is unchanged. I wonder if it is. Too often 
how, it seems to me, the doctor’s attitude to a patient is 
measured in terms of the amount the latter “ troubles ” 
him. ‘ So-and-so is all right : he is pretty fit, he doesn’t 
trouble me much.” 

Now I know that here “trouble” means consult or 
call, but the use of the word trouble in this connexion 


oF address given to the annual general meeting . Aw Border 
Counties Branch of the B.M.A. on November 12, 


must reflect a basic though often unconscious attitude 
which I find sad. We often hear of the need to 
discipline patients, or organize practices. Such phrases, 
while no doubt reflecting views honestly held, never- 
theless indicate an underlying resentment against 
something and imply a less than perfect relationship 
between professional man and his client. 

Whether there has been any change in the doctor’s 
attitude to his patients, and if so whether it is general 
or not, there has, I think, been a change in the attitude 
of many patients to their doctors. So often now the 
doctor seems to be just another tradesman. I may 
expose myself to an accusation of snobbery when I say 
I resent the designation by patients of their doctors by 
surname unadorned by the customary courtesy title. 

These things reflect changes in society which in 
themselves are to be welcomed—namely, the greater 
economic stability and security of most people, in 
consequence of which the need to seek favours has been 
converted into a tendency to demand requirements. If 
social improvement is the cause of a change in 
relationship in this sphere, it is uncertain that the change 
would be put in reverse by a return to the old 
fee-paying system. 

It would be unwise to forget the harmful effects of a 
system based on charity. Charity has a corroding effect 
on the recipient, and I am not sure that the effect upon 
the donor is always wholly good. Charity medicine is 
too dependent: upon the uncertainties of good will and 
the vagaries of character to be acceptable as a system, 
although the medical profession has behaved 
commendably and has a good and proud record of 
service on this score. 

The capitation system of payment represents a social 
compromise. The fee-paying element is represented by 
the fact that taxes are used for the supply of funds, and 
the charitable element is represented by the inequality 
of contribution to the funds as between rich and poor. 
But the capitation system has disadvantages of a 
theoretical kind which are nevertheless valid. 

(1) The system puts a premium upon big lists and 
upon excessive reference to hospital. 

(2) It pays the doctor not to have to attend or to 
give minimum service, and there is only his conscience 
to neutralize this. I am sure it usually does, but 
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consciences are liable to wear thin if pressed too long 
and too hard. 


(3) The system has suffered from inflexibility in 
practice in spite of flexibility in theory. 

(4) It involves negotiation on remuneration between 
the doctors and the State instead of between the doctors 
and those they serve, or between the public—that is, the 
patients—and the State, on how the latter should spend 
the former’s money. In negotiations on remuneration 
between the profession and the State the latter, being 
concerned with the proper (as determined on political 
grounds) disposal of the totality of the tax-raised 
central funds, is influenced by many considerations 
strictly irrelevant to the medical problems involved. 
The proposition is clearly defensible that, instead of the 
profession being put in the degrading and _ highly 
equivocal position of having to bargain with the 
impersonal State for its remuneration, the public should 
determine through its representatives what part of its 
income should be devoted to medical care, especially 
the primary or family doctor variety. 


Doctor-to-Doctor Relationship 


The public policy of the development of the hospital 
service, while in many respects commendable, has 
created or widened a split in the profession, for the 
public is given the impression that “ hospital medicine ” 
is better medicine, and the profession seems to do its 
best to ensure that this impression is fixed. 

Indeed, the profession fosters this attitude amongst its 
own members. There are frequent criticisms of hospital 
doctors by general practitioners, and one hears accusa- 
tions of lack of humanity, lack of co-operation, lack of 
appreciation of social factors, ivory-tower mentality, and 
the like—some perhaps justified. By the same token 
hospital doctors are often guilty of making disparaging 
references to their colleagues in general practice. I think 
the younger hospital doctors are more guilty in this than 
the older, but their attitudes and behaviour are by the 
nature of things partly fashioned by the attitudes of their 
seniors. 

There is no gainsaying the fact that for many young 
medical people a career in general practice is a last 
refuge. It is something to be avoided if possible, even 
at the cost of poorly rewarded years of frustration in 
junior hospital posts endured in the dwindling hope that 
a permanent career in hospital will somehow turn up to 
obviate the necessity for taking the degrading downward 
step into general practice. 

That this attitude should exist is quite tragic, for 
family practice ought to be, and be known to be, the 
most spiritually rewarding form of medical practice. Let 
us not shut our eyes to the fact that there is plenty of 
bad medicine in general practice and plenty also in 
hospital practice. The profession is composed not of 
-paragons and saints exclusively, but of ordinary fallible 
mortals. 

Position of Family Doctor 

This leads me to ask if the family doctor exists widely 
any more, and, if so, can he go on? Is he not an 
idealized picture painted in Victorian suburban or rural 
colours ? 

I know he is described as one who is the friend and 
confidant of the family, as one who knows the whole 
family set-up, the health educator of the family. How 


can he be all this, in an industrial society, for up to 
3,500 people, especially when the system of remuneration 
is designed to pay him not to see patients ? 

In fact, is the family doctor dead and his image just 
won't lie down? Are we drifting towards a hospital 
system of medicine with the so-called family doctor a 
kind of junior casualty officer and signpost, as in the 
Soviet Union and to a less extent the United States? If 
there are signs of such a drift we must decide whether 
it is‘a good thing or so bad a thing that we must bend 
all our energies to halt the drift and change direction. 


I do not think the true family doctor is gone. I have 
the privilege of knowing several, and they are among 
the finest men I know. But I think the true family 
doctor is to be found chiefly in rural practice. Industrial 
and city practice is not conducive to his flourishing. 

I believe the ideal of the family doctor to be a good 
goal. We should aim at ensuring his survival. But the 
climate of practice must be made conducive. 


For this the prerequisites seem to me to be the 
limitation of lists, a change in the system of remunera- 
tion, and the provision of facilities for practising 
medicine as the doctor thinks it should be practised— 
that is, access to the necessary laboratory facilities for 
the practice of, not abstruse or specialized medicine, but 
ordinary modern medicine ; the provision of hospital 
beds in which he can look after his own patients whose 
medical or domestic circumstances make their care in 
illness at home unsatisfactory or hazardous, but for 
whom the doctor does not consider full specialist or 
consultant care is required. 


I bel'eve that che important reason for the diminished 
attraction and standing of general practice is the 
common need, often for social or domestic reasons, 
sometimes for medical, for the reference or admission 
of patients to specialist-staffed hospitals. The family 
doctor is deprived of the stimulus and the kudos of 
seeing his patient right through an illness under his 
personal care. 

This could best be met by the provision in town and 
in country of district G.P. hospitals of cottage hospital 
pattern, fashioned from converted domestic property 
where new building is impossible. I know that such 
small hospitals or nursing-homes are d fficult to run, are 
claimed to be relatively costly, and are not always easy 
to staff, but these are difficulties which can be overcome 
if the profession and the public are sufficiently attached 
to the policy to put it into effect and make it work— 
that is to say, if the profession and the public believe 
that the end justifies the means, the end being the 
preservation and improvement of the family doctor 
service. The effect upon the demand for beds in 
specialist-staffed general hospitals should be beneficial. 


Group practice, presently being actively encouraged 
by the authorities, and health-centre practice, advocated 
by so many, fall short of the ideal, in my judgment, for 
they m'litate against that close personal and confidential 
relationship between doctor and patient seen at its best in 
single-handed or at most two-man partnership practice. 


The advantages of group practice seem to me to be 
mostly on the doctor’s side, and, while it is true that 
a man who is able to have a little leisure, and even 
occasionally a full night’s sleep, is likely to do his work 
more efficiently, yet the effects of the group system on 
the ideal medical practice should be deeply studied 
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before the profession goes overboard in advocating its 
universal extension. 


Relationship Between Doctors and Public Authorities 


I turn now to the relationship between the profession 
and the public authorities. 


Here we can see signs that the road we are on is not 
the best. I have referred to the unhappy need for the 
profession to bicker and bargain for its remuneration 
with the State, which in practical terms means with the 
permanent officials of the Departments of State. We are 
all acutely aware that when the profession’s last claim 
was presented negotiation upon it was denied. Indeed, 
the profession was cynically told the claim, and the close 
arguments in its support were not even examined. 
Arbitration upon it was denied, as was even recourse to 
the courts. 


Many will know that the profession’s case depended 
in large part upon a difference of view in the interpreta- 
tion of such documents as the Spens Reports and the 
Danckwerts adjudication, and in Scotland the profession 
proposed to go to the courts to obtain a judicial inter- 
pretation of the documents, which it held to be in 
dispute, by the procedure of the Special Case, peculiar 
to Scots Law. In this the parties agree on the questions 
to be put to the Bench, and no litigation in the ordinary 
sense is involved, only a request by both parties to the 
Bench for interpretation. 

This recourse to the courts was refused by the 
Secretary of State on the advice of his officers, who held 
that only one interpretation on the documents could be 
right—namely, their own. This is the context in which 
the Royal Commission was set up. It may find for 
us Or against us, who knows ? But at least it is not a 
judicial body giving a binding adjudication. 

The assumption of rightness and infallibility by the 
administrators in the health departments is the sinister 
th'ng for us, and there is another aspect to this. I think 
that at the outset of the Service and during its early 
years many doctors thought that the profession was in 
quite a strong advisory position vis-a-vis the administra- 
tion, and that what the profession said mattered and 
could influence the pattern of development. 

There are signs that this was a pipe-dream. Recently 
in Scotland a committee of acceptable composition, 
under the chairmanship of the late Sir George 
Henderson, examined and reported on the position and 
functions of administrative medical superintendents in 
Scottish hospitals—a species of medical man to which 
in Scotland we are attached. The Henderson Committee 
made recommendat'ons, including one for the continua- 
tion of this type of person. . 

The proposals of the Department of Health which 
followed seemed to the profession to go far beyond 
the Henderson proposals and to distort them, and they 
Were resisted strenuously by the medical administrators 
themselves, by the Scottish Joint Consultants Committee, 
representing hospital staffs, and by the G.MS. 
Committee (Scotland). Nevertheless, in spite of these 
emphatic professional objections the Department 
promulgated to the regional hospital boards its 
instructions for putting into effect its proposals. 

From this example it may be seen that what the 
Department’s officials think is right is what goes— 
whatever those concerned and the profession generally 


may think. To give them their due these officials are 
charged under the statute with the task of running the 
Service as best they can. 


When the medical superintendents and the Joint 
Consultants Committee (Scotland), wishing to be fully 
informed of the details of the Department’s proposals, 
asked for the salaries proposed for the reorganized 
medical administrative structure, they were told that 
that was a matter for settlement in the Whitley Council. 
Discussion in the Whitley Council Committee B and in 
the Scottish Advisory Committee of the Whitley Council 
failed to produce agreement on the matter, and, 
although these committees were urged to meet again 
to try to reach agreement, and hence the matter could 
be claimed to be still under Whitley discussion, the 
department promulgated salary scales unilaterally, 
pretending to save itself from the inevitable charge of 
bad faith and of side-tracking the Whitley machinery 
for negotiation by the hollow excuse that its proposals 
were made without prejudice to any proposals which 
might flow from the recommendations of the Royal 
Commission. 


Thus it seems clear that the officials do not feel 
themselves under obligation to do more than note the 
views of the profession on disputed policy. 


Legal Responsibitity 

My last example of difficulty in the relationship 
between doctors and the public authorities is a legal 
rather than an administrative one. I refer to the legal 
liability of hospital doctors. 

You will know that high judicial judgments in 
England, before the National Health Service Act, had 
established that in that country hospital authorities are 
vicariously responsible for the actions of their medical 
staffs from house-officer to consultant. Judgments 
since the Act have reaffirmed this. In Scotland, as in 
many other matters, things were ordered differently. 

In a classic judgment in 1933, the then Lord 
President of the Court of Session laid down that not 
the hospital authority but the doctor himself was 
responsible at law for his clinical actions. The Lord 
President held that a master-servant relationship did 
not exist between authority and doctor. Thus under 
the law there was in Scotland no chance. of clinical 
direction of a hospital doctor by the administrative 
authority of his hospital. 

In 1954 a new Lord President, the late Lord Cooper, 
reversed the judgment of his predecessor in 1933. Lord 
Cooper based his judgment upon the provisions of the 
National Health Service Acts, which, he staied, placed 
upon the Secretary of State the duty of treating patients 
and not merely of making arrangements for their 
treatment by agents. Also in 1954, Lord Justice 
Denning, in England, referring to an orthopaedic 
surgeon who was being sued, said—and I quote from 
his judgment—* He, like the rest of the staff, is merely 
carrying out the duties of the Minister.” 

By Lord Cooper’s judgment, hospital authorities in 
Scotland are now vicariously responsible at law for the 
actions of the medical and surgical staffs of their 
hospitals. I do not presume to question the rightness 


of the judgments, nor to claim that the law is otherwise 
than as laid down by the judges, but I do question the 
wisdom of the statutes on which the law is founded. 
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A doctor should be responsible for his own 
professional actions to the only other person properly 
concerned—namely, his patient—whether the patient is 
4 private or a public one. As soon as someone else 
becomes financially liable at law there is bound to be 
a danger that the responsible person or authority may 
find it necessary to give clinical directions. 


I do not suggest that hospital authorities would 
deliberately set out to interfere with the clinical 
discretion of their medical staffs, but they are 
responsible for the administration of large funds on 
behalf of the public, and it might appear to be in the 
interest of prudent financial management that they 
should take steps to guard against the possibility of 
large losses, through the award of damages against 
them in negligence suits, and lay down from time to 
time what procedures may or may not be undertaken 
by certain grades of medical staff. 


That this is no mere bogy is shown by the fact that 
some hospital authorities have laid down that in their 
hospitals no one below a certain grade may administer 
certain anaesthetics, no matter that the prohibited 
persons are registered medical practitioners who have 
undergone courses of training and passed qualifying 
examinations to the satisfaction of the General Medical 
Council, and in any case would be acting under the 
instruction and supervision of their seniors. 


Doctors have for long made provision by insurance 
against legal costs and damages awarded against them 
in litigation, so that the rights of the public to be able 
to secure redress for negligence have been safeguarded. 
The intrusion of the public authorities into the matter 
was unnecessary to preserve these rights. Furthermore, 
the knowledge that the supposedly limitless public purse 
is behind the suable authorities has, the evidence 
suggests, encouraged the modern attitude that if some- 
thing goes wrong someone is to blame and must be 
made to pay. 

The affirmation of the vicarious liability of the 
hospital authority has established by a law a master- 
servant relationship between the authorities and hospital 
doctors and has contributed to the debasement of the 
doctor from his proud professional standing to the 
standing of an employed technician. 


Conclusion 


Where does all this lead me ? 
to: 

(1) A system of payment by item of service for general 
practitioners, modified perhaps by an element of salary 
inducement in certain appropriate circumstances. I am 
aware of the disadvantages of this from the doctor’s 
point of view, but I hold it to be very desirable—even 
necessary—for the development of a climate conducive 
to the best family practice. 

(2) Administration by public corporation or corpora- 
tions with medical preponderance and financed, 
especially in respect of hospitals, on the model of the 
University Grants Committee, plus insurance. 


(3) A law to establish the doctor’s sole responsibility 
for his own work. 


(4) Membership of a medical defence organization as 
4 condition of appointment to hospital posts to safe- 
guard the public’s right to redress in the event of 
established negligence. 


I am led inexorably 
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PROBLEMS OF ADOLESCENCE 


The medical and social aspects of adolescence formed 
the subject discussed at a joint meeting of the Stratford 
Division of the B.M.A. and the East Ham Local 
Medical Committee on January 12. 

The discussion was opened by a panel of five 
speakers, headed by Dr. J. STANLEY THOMAS, chairman 
of the East Ham Juvenile Court and chairman of the 
East Ham Executive Council, who also took the chair 
at the meeting. The other members of the panel were 
Dr. J. L. WaHitTeLey, Headmaster of East Ham 
Grammar School, Mr. R. SLATER, chairman of the East 
Ham justices, Mr. E. Osporne, Chief Probation Officer. 
and Dr. J. Cowie, Physician to the East Ham Child 
Guidance Clinic. 


Discussion Groups 


The CHAIRMAN explained that the object of the meeting 
was to inaugurate discussion groups in the Stratford 
Division of the B.M.A. to study the medical and social 
aspects of adolescence. From these groups could come 
information on what, in particular, general practitioners 
thought about the subject and what they were doing in this 
all-important matter. No branch of the profession was 
more geared than the general practitioners to discuss this 
particular subject, and they should be in a position to 
contribute a great deal towards solving the difficulties 
associated with adolescence. 


Educational Problems 


Dr. WHITELEY dealt with the problem of adolescence 
from the educational point of view. He recalled that one 
of the great difficulties which beset grammar schools after 
the war was that of boys leaving early, which reached a 
very high figure in some areas. It was due in part to boys 
maturing early and feeling the call of the outside world 
and being worried by their adolescence. It had been tackled 
in various ways, one of which was the introduction of a 
flexible curriculum, and early leaving no longer constituted 
a problem. 

Everybody clamoured for the grammar-school boy, 
continued Dr. Whiteley, but what about the children who 
knew that that sort of education was completely beyond 
them? “It seems to me that they are in the last coach of 
the opportunity train, and often that coach gets slipped,” he 
added, “and I feel we must always bear the needs of those 
children very much in mind, especially when they come 
from homes which cannot give them much of a lead.” His 
experience was that if those children were given a lead 
they would respond to it. 

Men and women of the right character and calibre, who 
were interested in boys and girls as human beings, were 
needed to perform the same kind of service for children in 
secondary-modern schools as was done for the more able 
ones. It was not surprising that some of the less able 
children were tempted to take short cuts to obtain the 
material things which others could get more easily. 

At the same time, parents, teachers, and all those 
associated with young people should be given a clearer lead 
and more help in their personal relationships. Dr. Whiteley 
thought that parents were tempted to abdicate some of their 
responsibilities, such as when they allowed teenagers to 
hold parties in their home when they were not present. 
The pattern of behaviour at such parties created difficulties 
for girls which they should not have to face without adult 
help. 


Juvenile Courts 


Mr. SLATER, the next speaker, said that the juvenile court 
was the most important branch of the judiciary, for 4 
mistake made there would be very serious indeed. A few 
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years ago several local doctors had attended his court, and 
they were very interested and surprised at the type of case 
which came before it. Some‘of the doctors thought that 
closer liaison with the court would serve a very useful 
purpose. That had great possibilities, said Mr. Slater, but 
he pointed out that the court had been troubled by 
certificates “ being poured in” by doctors to the extent that 
he often wondered how far the doctors had really gone 
into the matter before issuing them. 

Mr. Slater suggested that certain children might well be 
taken to see the doctor before being brought before the 
court. For instance, backward children were surely the 
type who might be referred to the child-guidance clinic, as 
indeed might be children who were brought before the court 
by their parents for petty pilfering. “‘ Beyond control” 
children might also be taken to see the doctor before being 
brought to the court. 

Doctors must sometimes have doubts other than medical 
about matters which might be affecting a child, and it 
must be a great help to them to know what facilities were 
available. There was, however, great danger in doctors 
contacting officials direct without reference to parents. 
Nowhere in the rules governing the juvenile court was 
provision made for a doctor directly to contact an official 
of the court. If a parent discovered that such contact had 
been made, it might have unfortunate results. However, if 
that situation could be overcome, no one would be more 
pleased than the juvenile-court magistrates to have the 
benefit of a general practitioner’s report. 


Probation Officer’s View 


Mr. OssorNneE said he was deeply concerned with the 
social aspect of adolescence. His work, to a large extent, 
was taking under control those who transgressed the law, 
and when one considered that the age-group of adolescents 
in the case of males was from 14 to 25 years, and females 
12 to 21 years, coupled with the fact that at least 70% of 
the crime in this country was committed by those falling 
within those age-groups, it could readily be seen that 
adolescence was a very important stage of development 
which was abounding in problems—spiritual, social, mental, 
and physical. 

A good deal of lawlessness among adolescents found its 
source in profligate spending, since many of them, without 
any particular skill or ability, earned quite substantial 
wages. It was sometimes wondered whether that was a 
good thing. It could well be if the money was handled 
properly, but many young workers were immature and 
lacking in a sense of responsibility, and their spending 
habits often reflected that only too well. The ease with 
which they could enter into hire-purchase commitments 
was something to be deplored, and often the first spell of 
unemployment could have disastrous consequences. 

Many doctors referred cases to probation officers, and, 
if they could restore harmony into a home which had 
previously been disrupted by matrimonial discord, this was 
often a great benefit to the children in the family, since 
continuous disharmony in a home gave adolescents in 
particular an added sense of insecurity. 

The modern concepts of probation placed a_ great 
emphasis on case-work. Case-workers differed from an 
official administering a generalized social service in that the 
help given by a probation officer was particularly adapted 
to the needs of each individual and was given through the 
medium of a personal relationship developed for the 
purpose. An essential need for the good case-worker was 
a complete and accurate picture of the family background, 
and here the family doctor must be considered. 

It was necessary to realize, concluded Mr. Osborne, that 
adolescents* were becoming more and more a law unto 
themselves, and that there might be some truth in the 
assertion that the youth of to-day had not rebelled against 
society—they had rejected it. “Somehow, and by some 
means, we must do all in our power to effect their reclama- 
tion, and delay in this matter must of necessity make this 
task much more difficult.” 


Child Guidance 


The last speaker on the panel was Dr. Cowie, and in 
introducing him the CHAIRMAN observed that child-guidance 
clinics were not being used to anything like the extent that 
they should be. 

Dr. Cowie said he seldom saw any general practitioners 
at the child-guidance clinic, and he would welcome their 
attendance at any time. In a brief history of the 
development of child guidance in this country, he pointed 
out that the appreciation of the child in his setting had 
been the basis on which child psychiatry had grown during 
the last 45 years. The individuality of the child had 
always been considered to be all-important, and, since every 
child was genetically unique, his or her history was of 
necessity also unique and had particular application to that 
particular individual. 

Dr. Cowie then outlined the sort of questions those in 
child-guidance clinics asked themselves when confronted 
with a child patient. One of the first was whether the 
child was capable of responding to the expectation of his 
environment. The second was whether the child. was a 
normal child. In order to answer that it was necessary to 
examine the whole child in his total setting. Then the third 
question was, “Is the environment meeting the normal needs 
of the child ?” 

A quite common difficulty was that of “school phobia,” 
and first of all it had to be decided whether it was a problem 
of truancy. The truant was an indifferent student who tried 
to avoid going to school on the sly, and who spent his time 
away from school for anti-social purposes. Truancy should 
be dealt with by the educational authorities. In the case 
of the school phobic, the basic fear was largely that of 
leaving mother. The mothers of such children were often 
extremely possessive and sometimes hypochondriac. They 
discussed matters with the child, with the result that he had 
a separation anxiety, and the whole situation became 
morbid and difficult. The practice was to insist on an early 
return to school. 

The most common psychotic illness found in adolescents 
was schizophrenia, said Dr. Cowie. It was distressing to 
think that schizophrenic children were committed to 
approved schools, but his sympathies were with the juvenile 
court because it had little alternative in the matter. 
Again, insufficient attention was paid to depression in 
adolescence and childhood. Quite a number of adolescents 
attempted suicide in approved schools. It was often classed 
as just a hysterical gesture, and it was not recognized for 
what it was—namely, an appeal for help in many cases. 
So far there had not been any successful suicides, but there 
had been a number of very near suicides, and on 
investigation three factors seemed to emerge. They were 
social isolation, social degeneration, and paternal 
deprivation. 

In conclusion, Dr. Cowie said there was a great deal of 
information about a patient's early childhood to which only 
the general practitioner had access, and, if he had a first- 
class filing system, he could give much information which 
was invaluable to those in child-guidance clinics. 


Discussion 

In the general discussion which followed, Dr. M. 
ScHWaRTz said he understood that many children were 
referred to a child-guidance clinic at the instigation of 
headmasters. He suggested that it might be better for a 
headmaster to communicate first with the general 
practitioner, discuss the case with him, and then for both 
the headmaster and the doctor to go to the child-guidance 
clinic. 

In reply to Dr. Bett, who referred to the question of 
corporal punishment, Dr. WHITELEY said it was 1960, and 
there was a different attitude in the relationship between 
parents and children, and at school. The problem of 


discipline in schools was fundamentally a question of the 
proper relationship between the teacher and the taught. 
The cane was not the solution. Years ago, when children 
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left school at 12 and 13 years of age, society imposed great 
disciplines ; but a great many economic disciplines, as in 
the adult world, had been removed, and it was necessary 
to find different incentives for teenagers which involved 
education in its fullest sense. 

Dr. I. M. SEGAL congratulated the Science Committee of 
the B.M.A. on having chosen the problems of adolescence 
as the subject for group discussion during the year. It was 
said that many of the problems in delinquency were due to 
the disillusionment of modern youth. In his view much of 
that disillusionment was due to lack of tradition. If it 
were possible to instil into youth a sense of tradition of 
country, school, religion, and home, there was a hope that 
it could be cured of its disillusionment, and thus reduce the 
rising trend of juvenile delinquency. 

Dr. H. N. Rose said it was the custom to criticize new 
generations and to say that they were not as good as their 
predecessors. That was a mistake. He agreed that perhaps 
corporal punishment was a bad thing, but he suggested that 
the pendulum had swung the other way and the normal 
child was now dealt with as a psychiatric case. To turn 
the whole population into psychiatric cases who would 
develop inhibitions, repressions, and neurological syndromes 
was a mistake. The ordinary person would respond to 
reward and punishment if properly and justly applied. Dr. 
Rose suggested that parents should be compelled to go to 
the probation officer with their children every time they had 
to attend. ‘ 


PSYCHOLOGICAL MEDICINE GROUP 
COMMITTEE 


The Psychological Medicine Group Committee met in 


B.M.A. House on January 12, with Dr. T. P. Rees in the. 


chair. 
Menta! Health Review Tribunals 

The Committee considered a list of nominations so far 
received in response to an invitation to local medical 
committees, B.M.A. Divisions and Branches, and regional 
consultants and specialists committees in England and 
Wales to suggest the names of suitable persons for 
nomination to mental health review tribunals. 

The Committee decided not to add to the nominations 
submitted. 


Registration of Medical Auxiliaries 

The CHAIRMAN told the Committee that, with the agree- 
ment of the Chairman of the Joint Consultants Committee, 
a letter had been sent from the Association to certain 
Members of Parliament, many of whom were medically 
qualified, about the Professions Supplementary to Medicine 
Bill. The letter drew attention to the anomalous position 
in which the medical profession could be placed in relation 
to the terms of the Warning Notice of the General Medical 
Council. The Warning Notice allowed association with 
medical auxiliaries only so long as there was effective 
control of their work and full responsibility for the treat- 
ment of the patients remained with the doctor. Yet in view 
of the proposed constitution of the professional boards and 
the co-ordinating council in the Bill, the profession might be 
denied the final word in deciding the standards of education 
and professional conduct of certain medical auxiliaries. 

At a meeting held at the Ministry of Health on November 
25, 1959, between the Chairman of the Joint Consultants 
Committee, supported by representatives of the radiologists, 
and the professions supplementary to medicine, the point of 
view of the medical profession was restated. The chairmen 
of all the relevant groups had been asked as a matter of 
urgency to give their detailed comments on the Bill for the 
Committee stage. It had now reached that stage. 

Dr. J. VALENTINE referred to the question of nomination 
of members to the committees and councils of the various 
supplementary professions, and suggested that the Royal 
Medical Psychological Association ought to be concerned in 


the matter. He added that one of the representatives of the 
English Colleges, of whom there were three, should be 
a psychiatrist. 

On the motion of Dr. E. B. Strauss, the Committee 
agreed that efforts should be made to obtain amendment of 
the Bill, that in the meantime it should be pointed out to 
the Royal College of Physicians that psychiatrists had a 
special interest in the two fields of speech therapy and 
occupational therapy, and that the matter should be referred 
to the Joint Committee of the R.M.P.A. and the Group 
Committee. 

Group Conference 

It was reported that arrangements had been made for a 
meeting of the Psychological Medicine Group to be held on 
February 12. The CHAIRMAN explained that Professor 
JOHN ROMANO, of the Department of Psychiatry, Rochester 
University, U.S.A., was invited to address the meeting as 
principal speaker, but unfortunately he would not be in 
England at that time. Professor ERwWIN STENGEL had been 
invited to address the conference and he had accepted. An 
invitation had also been extended to Dr. J. M. GiLrRoy to 
support Professor Stengel. 


Information About Hospital Patients 

Dr. R. G. McINNes thought that Circular H.M.(59)88 
(supply of information about hospital patients concerned in 
legal proceedings) gave too wide discretion to the secretary 
of the hospital to divulge information concerning a patient 
without the specific consent of the medical staff concerned. 
It was held that there was an overall safeguard in the shape 
of the patient’s consent (which had first to be obtained), but 
there were many instances when patients who had been in 
psychiatric hospitals would give consent for information to 
be divulged, even although it was against their own best 
interests to do so. It seemed that the patient needed more 
protection than was afforded by the circular. 

The assumption that litigation between a patient and a 
third party had nothing to do with the hospital or any 
member of the staff was ingenuous. The very fact that the 
patient was known to the hospital and to one or more 
members of the medical staff might well involve them in 
litigation at some stage. 

Dr. McInnes suggested that the appropriate authority 
should be informed that the circular seemed to give less 
protection to the patient than was afforded under the Board 
of Control system, and that when the Board of Control was 
dissolved the question should be looked at again. 

Dr. STRAUSS supported the suggestion, which was adopted 
by the Committee. 

Distinction Awards 

The Committee received with satisfaction a report that 
a psychiatrist had been appointed to serve on _ the 
Distinction Awards Committee. 


Scottish News 


DANISH TOUR 


The Scottish Council has now had a sufficient number of 
provisional inquiries to enable it to accept gratefully the 
invitation from the Danish Institute for a party of Scottish 
doctors to tour Denmark during the first half of September 
this year (Supplement, November 7, 1959, p. 157, and 
December 5, 1959, p. 185). The exact dates, travelling 
arrangements, and full details of the programme will be 
notified as soon as they are known. The cost of the tour 
is expected to be approximately £40 ; travellingsexpenses in 
Denmark will be paid by the Danish Institute. 

Doctors who are interested in this tour are asked to get 
in touch with the Scottish Secretary, B.M.A. Scottish 
House, 7, Drumsheugh Gardens, Edinburgh, 3, without 
delay. Those who have already made provisional inquiry 
are asked to confirm whether they wish to be included in 
the party. 
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Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Merit Awards for G.P.s 


Sir,—In his letter (Supplement, January 9, p. 12) Mr. 
W. B. S. Crawford asks for an explanation of the 
discrepancy between the policy of the G.M.S. Committee 
and the attitude of the B.M.A. towards the idea of merit 
awards. The following points may help him to resolve the 
problem, and bring himself eye to eye with his colleagues 
in office at B.M.A. House. 

(1) It is a principle of our profession to be open-minded 
to the claims of others. If the Ministry or any appointed 
commission can produce a new scheme which it thinks might 
be acceptable to the profession, it is our duty in all honour 
to examine that scheme before accepting or condemning it. 
After all, we do not claim to be all-wise and all-knowing 
in this matter. (2) It is evident that the leaders of the 
B.M.A. share Mr. Crawford’s bias against merit awards in 
general practice, as I do. (3) If the B.M.A. refuses to 
consider suggestions from the Ministry, the Minister might 
well retaliate by refusing to consider certain other matters 
which the B.M.A. might wish to discuss on behalf of the 
profession. (4) Prejudice in theory is bad enough ; to expect 
the B.M.A. to put it into action in this matter would be to 
advance dangerous principles.—I am, etc., 

Hornchurch, Essex. I. H. J. Bourne. 


Drugs for Private Patients 


Sir,—Dr. Edward Bevan, in his very interesting letter on 
drugs for private patients (Supplement, January 9, p. 12), 
in which he makes clear his point, fails to stress the most 
important matter, which nearly always seems to be missed. 
Private patients have already paid for their medicines. That 
they are not allowed to have them is rank injustice.—I am, 
etc., 

Hayes, Kent. C. R. BARRINGTON. 


Supplementary Ophthalmic Service 


Sik,—It is clear from Mr. O. Gayer Morgan’s letter 
(Supplement, January 2, p. 8) that my idea of a “full” 
ophthalmological examination differs considerably from his. 
But one notes, after his initial reprimand is over, that he 
then proceeds to water it down to a “reasonably careful ” 
examination. The Concise Oxford Dictionary defines 
“reasonable” as “not expecting too much.” If these two 
terms, “full”? and “reasonably careful,” mean the same 
thing to Mr. Gayer Morgan, then he can rest assured what 
all ophthalmologists give a “full” examination. I myself 
feel, however, that in most medical eye centres, with no 
slit lamp, no gonioscope, no tonometer, etc., and usually 
with an undilated pupil, it is quite impossible to give a full 
examination (in the full sense of the word). 

The Concise Oxford Dictionary also defines “‘ reasonable ” 
as “inexpensive,” and one hopes thé N.H.S. will come to 
agree with this, even if it is only for a “ reasonably careful ” 
examination.—I am, etc., 


Bournemouth. G. G. K. HoLDING-PARSONS. 


S.H.M.O.s in Consultant Work 


Sir,—-Dr. J. P. V. Rigby’s letter (Supplement, December 
19, 1959, p. 201) is particularly pertinent at the present time. 
A definition of either consultant work or of consultant 
status has never been formulated officially. There are good 
reasons for this. First, the difficulty in defining concisely, 
and secondly, the standards required. If these were made 
too high, some consultants might find themselves in an 
invidious position. If, on the other hand, they were made 
to conform with the standard of basic consultant work done 
on the average throughout the country, then almost all 
S.H.M.O.s would be seen to be in posts where consultant 
work was routine and that their personal professional 


attainments merited consultant status. This would also be 
true of most time-expired senior registrars and many so- 
called senior casualty officers, paid at S.H.M.O. salary rates, 
who in fact are skilled traumatic surgeons. 


There is need for such a definition and the S.H.M.O. Group in 
written evidence has attempted to supply this requirement by the 
following definition of what is meant by “consultant”: “A 
consultant is a medical practitioner who is employed as a member 
of the consultant and specialist branch of the Health Service who 
fulfils the following two criteria: (i) He should be widely experi- 
enced in the practice of his specialty. (ii) He should be recog- 
nized by his colleagues both consultant and those in general 
Practice as a specialist or clinician whose opinion on abstruse or 
difficult cases is considered to be both authoritative and reliable.” 

The points so ably enumerated by Dr. Rigby fit the above 
definition and indeed are corollaries. The following figures ab- 
stracted from a survey of S.H.M.O.s throughout the country 
done during the past year show how big a percentage of 
S.H.M.O.s are doing consultant work in accord with the above 
definition. S.H.M.O.s in full charge of beds, 79%; S.H.M.O.s 
who are in sole clinical charge, 83% ; S.H.M.O.s who are in sole 
administrative charge, 43%; S.H.M.O.s who write all letters, 
reports, 90%; S.H.M.O.s who in abstruse cases have complete 
freedom of choice of colleagues for consultations, 92%: 
S.H.M.O.s who are working with consultant colleagues on an 
equal basis, 47%. 


These figures refer to the actual duties carried out and 
to the present position. No allowance has been made for 
so-called supervision where this is non-existent except in 
theory, or where it is synonymous with administrative 
direction by the senior consultant for an area or delegation 
of duties by a medical superintendent.—I am, etc., 


G. WARING ROBINSON, 


Leicester. Chairman, S.H.M.O. Group, B.M.A. 


B.M.A. LIBRARY 


The Library service is available to all members of the Association 
resident in Great Britain and Northern Ireland (and by special 
arrangement to members of the Irish Medical Association). A 
copy of the Library Rules will be forwarded on application to the 
Librarian at B.M.A. House. 

The following books have been added to the Library: 


Ackerman, L. V.: Surgical Pathology. Second edition. 1959. 

Ahrenfeldt, R. H.: Psychiatry in the British Army in the Second World 
War. 1958. 

Alvarez, W. C.: Practical Leads to Puzzling Diagnoses, 1958. 

Anderson, J. R.: Ocular Vertical Deviations and the Treatment of 
Nystagmus. Second edition. 1959. 

Battye. L.: I Had a Little Nut Tree: A Reconstruction of Childhood. 
1959, 

Bocock, E. J., and Haines, R. W.: Applied Anatomy for Nurses. Second 
edition. 1959, 


H.M. Forces 


ROYAL NAVY 


Surgeon Commander (Acting Surgeon Captain) N. S. Hepburn 
to be Surgeon Captain. : 

Surgeon Commanders E. H. Murchison, O.B.E., and F. P. 
Ellis, O.B.E., to be Surgeon Captains. 

Surgeon Lieutenant-Commanders H. R. Mallows and A. S. 
Falconer to be Surgeon Commanders. 


RoyaL NAVAL RESERVE 

Surgeon Commander W. E. Kershaw, V.R.D., to be Surgeon 
Captain. : 

Surgeon Lieutenant-Commander (Acting Surgeon Commander) 
G. de B. Hinde to be Surgeon Commander. < 

Surgeon Lieutenant-Commanders V. O. B. Gartside and 
D. J. A. Brown, V.R.D., to be Surgeon Commanders. 

Surgeon Lieutenants J. S. Bearcroft, A. I. MacDougall, and 
H. R. Hewitt to be Surgeon Lieutenant-Commanders. 


REGULAR ARMY RESERVE OF OFFICERS 
RoyaL ARMY MEDICAL CORPS 
Major L. Griffiths has retired on retired pay (Reserve Liability). 


ARMY EMERGENCY RESERVE OF OFFICERS 
RoyaL ARMY MEDICAL Corps 
Lieutenant-Colonels C, Cameron, E.R.D., and F. G. Wood- 
Smith, E.R.D., have been granted the acting rank of Colonel. 
Major H. M. Jamison, bw sae M.C., has been granted the 
acti k of Lieutenant-Colonel. 
gag Ps (Acting Majors) H J. Hambury and K. B. Taylor 
have been granted the acting rank of Lieutenant-C olonel. 
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eee (Acting Majors) R. M. Gibson and W. B. Jennett to 
ajor:. 
Captains J. S. Macdonald, R. S. Walsh, and N. T. D. Brewis 


to be Majors. 
TERRITORIAL ARMY 
RoyaL ARMY MEDICAL Corps 


Captains H. D. Attwood and J. I. S. Robertson have been 
granted the acting rank of Major. 


ROYAL AIR FORCE 


Wing Commanders J. W. Garraway, M. O. Richardson, R. 
McP. Cross, H. W. Whittingham, and F. S. Krusin to be Group 
Captains. 

Flight Lieutenants D. F. Eastlick, F. R. Jones, and W. E. J. 
Kirby to be Squadron Leaders. 


RoyaL AUXILIARY AIR FoRCE RESERVE OF OFFICERS 


Squadron Leader R. J. S. Wilson has relinquished his commis- 
sion, retaining his rank. 


HER MAJESTY’S OVERSEAS CIVIL SERVICE 


The following appointments have been announced: M. J. J. T. 
Becker, M.D., D.1.M.&H., Psychiatrist, British Honduras; C. 
Cachia, M.D, D.T.M.&H., D.P.H., Senior Medical Officer, 
Kenya; A. F. Tuboku- Metzger, F.R.F.P.&S., D.T.M.&H.., 
Senior Specialist, Sierra Leone; R. H. Strudwick, M.B., Ch.B., 
D.T.M.&H., D.P.H., Senior Medical Officer, Kenya ; A. S. 
Cooper, M.B., B.Ch, M.R.C.P., Medical Specialist Superinten- 
dent, Bahamas; J. D. O. Noel, M.B., B.Ch., Medical Officer, 
Grenada; S. G. M. Rajah, M.D., Medical Officer, Mauritius. 


Association Notices 


Diary of Central Meetings 


JANUARY 

Medico-legal Subcommittee, Central Consultants 
and Specialists Committee, 2 p.m. 

Stati Side, Committee B, Medical Whitley 
Council, 10 a.m. 

Joint Consultants Committee (to follow above 
meeting). 

Full Committee B, Medical Whitley Council, 

2 p.m, 

Film Committee, 10 a.m. 

Subcommittee on Status of Principals in Partner- 
ship, G.M.S. Committee, 11.30 a.m. 

Assisiants and Young Practitioners Subcommittee, 

S Committee, 2 p.m. 

Private Practice Committee, 2 p.m. 

Accidents in the Home Committee, 11 a.m. 

Compensation and Superannuation Committee, 
2 p.m, 

Consulting Pathologists Group Committee, 2 p.m. 


FEBRUARY 


Special Hospitals Committee, 2 p.m. 

Central Consultants and Specialists Committee, 
10.30 a.m. 

Organization Committee, 2 p.m. 

Overseas Committee, 2 p.m. 

International Relations Committee, 11.30 a.m 

Arrangements Committee (Sheffield, 
2.15 p.m. 

Fri. Public Health Committee, 10 a.m. 

Fri. oye Medicine Group Conference, 

14.30 a.m 
Mon. S.H.M.O.s Group Executive Committee, 2 p.m. 
Thurs. G.M.S. Committee, 10.30 a.m. 


Thurs. 1961), 


Branch and Division Meetings to be Hela 


ALDERSHOT ANB FARNHAM Division.—At Queen’s Hotel, 
Farnborough, Hants, Wednesday, January 27, 8.30 p.m., B.M.A 
Lecture by Dr. J. G. M. Hamilton: “ Medicine in the U.S.S. Re " 

BOURNEMOUTH Division.—At Royal Victoria Hospital, 
Bournemouth, Friday, January 29, 8 for 8.15 p.m., B.M.A. 
Lecture by Dr. D. Stafford-Clark: “One Doctor’s Approach to 
Spiritual Healing.” Clergy in the area of the Division are invited. 

Carvire Division.—At Lecture Theatre, Maternity Hospital, 
Glossop Terrace, Cardiff, Friday, January 29, 8.15 p.m., Dr. W. 
Glyn Evans, will show a colour film made by his anti-malarial 
teams in the interior of Sarawak. Members’ wives and non- 
medical guests are invited. 

Coventry Division.—At Coventry and Warwickshire Hospital, 
Tuesday, January 26, 8.30 p.m., Dr, E. R.. Bickerstaff: “ The 
Differential Diagnosis of Recurrent Headaches.” 

DarrrorD Division.—At West Hill Hospital, Tuesday, January 
26, 8.45 p.m., B.M.A. Lecture by Mr. Ludwig Koch: ‘ Songs 
of Wild Birds and How I Record Them ™ (illustrated). 


Duptey Division.—At Station Hotel, Dudley, Thursday, 
28, dinner dance. 

URNESS Division.—Thursday, January 28, 3.15 p.m., visit 

GLascow Division.—At Glasgow Regional Office, 9, Lynedoch 
Crescent, Glasgow, Friday, January 29, 8. 30 P-m., address by Sir 
Dugald Baird : ‘Modern Obstetric Practice.” 

GLossop Division.—At Social Club, Ellison Street, Glossop, 
Monday, January 25, 8.45 p.m., Dr. J. G. Coburn: “ Diagnosis 
and Treatment of Some Common Skin Conditions ” (illustrated). 

GrimssBy Division.—At Royal Hotel, Grimsby, Tuesday, 
January 26, 8.30 p.m., clinical meeting. Dr. Joseph Kelleher: 
Psychiatry To-day.” 

KINGSTON-ON-THAMES Diviston.—At Griffin Hotel, Market 
Place, Kingston-on-Thames, Wednesday, January 27, 8 for 
8.30 p.m., dinner, followed by Brains Trust. Panel will include, 
Lord Moynihan; Dr. Mervyn —— Bishop of Southwark; 
Mr. A. Dickson’ Wright; and M  Casswell, Oc. 

MARYLEBONE Division.—At Medical “Society of London, 11, 
Chandos Street, WwW. Tuesday, January 26, 38. 30 p.m., Sir Clement 
Price Thomas: ‘* Carcinoma of the Lung. 

Mip-HErts Division.—At St. Michael’ s Manor Hotel, Fishpool 
Street, St. Albans, Friday, January 29, 8.30 p.m., meeting. 

MIDLAND BRANCH : CLINICAL AND PATHOLOGICAL SECTION.—At 
Children’s Hospital, a Road, Birmingham, Friday, 
January 29, 8.15 p.m., Dr. W. H. P. Cant and Mr. V. S. Brookes, 

* Vascular "Anomaly of the Right Renal Artery Associated with 
Hypertension ”’; Dr. B. S. B, Wood, “* Neonatal Jaundice"; Mr. 
A. races age "* Case of Duodenai Stenosis in a Child Aged 6 
Years”’; Mr. A. Turner, “‘ Hydrocephalus.” 

NortH-EAsT fee Division.—At Clinic Rooms, Essex County 
Hospital, Thursday, January ‘ 8 for 8.30 p.m., clinical evening 
in general surgery by Mr. T, A. Ogilvie. 

OxForD Division.—At Rhodes House, South Parks Road, 
Oxford, Wednesday, January 27, 8.15 p.m., Dr. R. G. McInnes: 
**The Mental Health Act and its Applications.” 

READING Division.—At the Library, Royal Berkshire Hospital, 
Reading, Wednesday, January 27, 8.30 p.m., lecture by Mr. 
Hedley J. B. Atkins: ‘* Breast Disease in General Practice.” 

SouTH-west Essex Diviston.—At Connaught Hospital, 
Orford Road, Walthamstow, E., Wednesday, January 27, 
8.30 p.m., special meeting, followed by clinical meeting. Lecture 
by Dr. W.H. Allchin: “ Psychiatry and Delinquency.” Questions 
and answers will follow. 

WEMBLEY Division.—At Wembley Hospital, Tuesday, January 
26, 9 p.m., Dr. Philip Addison (Secretary, Medical Defence 
Union): “ Professional Negligence.” Non-members and members 
of other Divisions are invited. 


Branch and Division Officers Elected 


ARGYLL AND Bute Diviston.—Chairman, Dr. A. B. Fordyce. 
Vice-chairman, Dr. S. Hutcheson. Honorary Secretary 
and Treasurer, Dr. A. C. Mayer. 

AUCKLAND Diviston (NEW ZEALAND).—President, Mr. F. E. 
Webster. President-elect, Dr. E. H. Roche. yg Secretary, 
Mr, Campbell Maclaurin. Honorary Treasurer, Mr. P. Howden. 

BaTH Division.—Chairman, Dr. A. K,. Dougall. Chairman- 
elect, Mr. A. D. Bateman. Vice-chairman, Dr. D. Pugh. 
Honorary Secretary, Dr. W. B. S. Crawford. Honorary Treasurer, 
Dr. E. Scott White. d 

Borver Counties BRANCH.—President, Dr. C. Stewart. Presi- 
dent-elect, Dr. T. Fletcher. Senior Vice-president, Dr. P. 
Murray Kerr. Junior Vice-president, Dr, R. N. Galloway. 
Honorary Secretary, Dr. E. A. Murray. 7 

Mip-CHESHIRE Division.—Chairman, Mr. L. B. Wevill. 
Deputy Chairman, Dr. W. D. Sheldrake. Honorary Secretary 
and Tlreasurer, Dr. B. Gold. 

NORTHAMPTONSHIRE BrRANCH.—Chairman, Mr. S. H. G. 
Humfrey. Chairman-elect, Dr. J. Corbett. Vice-chairman, Dr. 
e. S. Sharp. Honorary Secretary and Treasurer, Dr. J. L. 

aylor. 

NortH oF ENGLAND BRANCH.—President, Dr. W. Hunter. Presi- 
pone ong Dr. J. N. Swainston. Vice- presidents, Dr. A. Smith 
and Dr. H. Boon. Honorary Secretary and Treasurer, Dr. 


J. 8. Noble. 

PertH BRANCH.—Chairman, Dr. W. M. Wilson. Chairman- 
elect, Dr. W. Ritchie. Honorary Secretary, Dr. J. Simpson. 

QUEENSLAND BRANCH.—President, Dr. P. W. Hopkins.  Presi- 
dent-elect, Dr. P. A. Earnshaw. Chairman of Council, Dr. L. A. 
ag Honorary Secretary, Dr. J. F. Lee. Honorary, Treasurer, 
Dr. P. Sapsford. 

Division.—Chairman, Mr. R. P. Cumming. Vice- 
chairman, Dr. J. A. Hunter. Honorary Secretary and Treasurer, 
Dr. S. A. B. Black. 

SHROPSHIRE AND M1p-WALES BRANCH.—Chairman, Dr. W. Kin 
Hay. Vice-chairman, Dr. J. M. Bryson. Honorary "Secretary an 


Treasurer, Dr. M Symons. 

SoutH BevprorpsHire Division.—Chairman, Dr. A. J. 
Marshall. Vice-chairman, Dr. J. W. Mitchell. Honorary 
a Dr R. J. N. Pellow. Honorary Treasurer, Dr, J. D 

ark 

SutTron COLDFIELD.—Chairman, Dr. R. S. Ogborn. _ Vice- 
chairman, Dr. G. Davidson. Honorary Secretary, Dr. Mollie 
Brown. Honorary Treasurer, Dr. A. Parkes. 

West Miovtesex Diviston.—Chairman, Dr. R. W. Oliver. 
Vice-chairman, Dr. Barbara Bailey. Honorary and 
Treasurer, Dr. F. Scoones. 
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